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Executive Summary

This report describes feedback from consumers emdders in each of the twenty-five
Local Management Entities (LME), collected duriguary and February 2008 as a
companion task to the LME performance review cotetliby the Mercer Group. As
such, the report offers narratives of the individexperiences to supplement the data
collected by the Mercer Group, and it is intendedive local flavor in telling the story

of how consumers and providers fare as the systamformation enters its seventh year
of implementation. In order to preserve the intggof the Mercer review, no

recommendations related to the individual LMEsraegle in this report.

The data collection derives from twenty-six focusups with providers (one acute
hospital sample was added) and twenty-four focasgg (no show for one site) with
consumers, held on-site at twenty-five differemalions in North Carolina. Altogether,
166 provider staff and 130 consumers participatetie discussions and lent their time
and energy to the task. Their level of cooperagoroof that getting the reform on track

is a shared commitment.

Structured focus group questions were developeth&®oconsumer and provider groups
as outlined below:

Consumer Focus Group Questions by domains:
e Communication (ongoing communication about seraicay, consumer rights,
availability of providers, and feedback about tee/ges)
e Access (screening, triage, and referral)
e Services (actual services received and tenure)
e Crisis and emergency needs
e Appeals and individual experiences with complaartd grievances

e Quality and service outcomes (different questiangiffferent disability groups)

Provider Focus Group questions by domains:



Communication (ongoing communication about sermiegvork, changes in rules
and procedures, endorsement and authorizatior, iotieeactions)

Access (screening, triage, and referral)

Services (types of services provided, gaps, andseewce development)
Endorsement and contracting

Utilization review and utilization management

Appeals

Provider monitoring

Major findings from the consumer and provider festb

1.

With few exceptions, consumers receiving servicegyanerally pleased with
how the services have improved their lives; howgeadult consumers with severe
and persistent mental illness (SPMI) or severecitai problems continue to
have access problems.

Consumers have identified service gaps in suppteding, supported
employment, psychiatric services, and crisis irgations that can help to avoid
out-of-home placement for children and hospitaicrator adults, including such
services as in-home crisis stabilization, emergeaspite, mobile crisis team, and
24/7 availability of crisis response.

Providers are more receptive to serving MedicaigHde consumers than
consumers with IPRS funding (for those without Medti eligibility). Many
providers have chosen to not serve IPRS-fundedutoers, and this trend is
disturbing.

Providers have praised the LMEs for timely commatan, provision of training,
and technical assistance. Providers that primadtye a single LME area tend to
be satisfied with the LME’s practice. However, pgo®rs covering multiple

LMEs have universally expressed their frustratiothwnconsistency and lack of
standardization among LMEs in endorsement, IPRBoazation and payment,
and provider monitoring.

Providers are concerned about the paperwork regeines placed for access to be
completed, and services to be authorized and reané¢hl.



Some general observations from the field and aafthtiquestions are offered for the

considerations of policymakers:

It is commonly known that since 2001 there has lzedramatic growth in the provider
network and an increased number of consumers sdpuéthe jury is still out on whether
such growth has advanced the objectives of thenmeflh also seems that the state’s
targeted populations are competing with other coresa with Medicaid eligibility for
access to enhanced services, and there are baor@otaining Medicaid eligibility for

the state’s targeted populations, especially comssinvith severe and persistent mental
illnesses. Finally, there is a lack of developnargvidence-based practices, which
raises the question of competency and qualificatmfrproviders in the system, and what

steps should be taken to nurture such development.



|. Introduction

This report describes feedback from consumers emdders at the local level in twenty-
five Local Management Entities (LMES) areas thraughNorth Carolina. It is intended
to supplement the review conducted by the Merceu@ran outside consulting firm
engaged by the Division of Mental Health, DeveloptaéDisabilities, and Substance
Abuse Services (DMHDDSAS) to provide an indepengentormance review of each of
the twenty-five LMEs in carrying out their functisiof planning, managing, and

overseeing public mental health, developmentalbilisas, and substance abuse services.

The feedback from consumers and providers is obdaiimdependently by this consultant
to serve a set of objectives. It aims to bringenspectives of consumers and providers,
to explore their individual experiences and seekrtimput into the ongoing improvement
of the public system. It is conducted in a way #illiws sharing of individual stories and
opinions to produce qualitative narratives that esimplement the quantitative database
collected by Mercer. It is designed to offer fingsnbut not specific recommendations in
order to preserve the independence of the Mereg@we The summary of findings—
including observations made on the road—attemppsdwide the local flavor and insight
into what takes place at the level that mattersribst: between consumers and their
providers, and the interplay among consumers, gessi and LME staff. To the extent
that these interactions are affected by activaiethe state level, they are noted in the

report.

The feedback was collected in the field from laeuhry to late February 2008, in each
of the twenty-five LME areas. Altogether fifty fosgroups ( 166 provider staff and 130
consumers) were conducted—twenty-four for consuraedstwenty-six for providers—

at sites where the providers and consumer arermtesstead of convening focus groups
in a neutral location. This single snapshot apgrpadile efficient in logistics, has its
limitations of not being able to cover a wide graifwonsumers and providers in each of
the LMEs. However, the limitations of going toiagte provider are compensated by

having sufficient diversity in the state sampled] éime benefit of gathering additional



information from providers who have contractuahtiginships with multiple LMESs so
that cross-checking of feedback from more thanmogider regarding the same LME, is
possible. Additionally, visiting providers and cansers on program site provides a
“feel” about the environment, and the opportunitybserve interaction between
providers and consumers that would not have bessilie had these focus groups been

held on neutral sites.

The report outlines methodology used to gatherldaeki from consumers and providers,
strengths and limitations of the methodology, arehns for compensating for the
limitations. General patterns of consumer and glewfeedback are given, followed by
specific comments by the participants. The summéafindings turns from individual
experiences to a statewide perspective that cahttefurther discussion and policy
recommendations. In the last section on field olzd@rns, the report touches on areas

that either are noteworthy or require addition&imation.



II. Methodology

Several methods are available to gather feedback firoviders and consumers. Indeed,
there have been systematic collections of inpuhftibese key stakeholders in local,

regional, or statewide surveys—performed by inteana external entities—and findings
have been made available to the publin these prior efforts, phone, electronic or pape

surveys, and selected focus groups have all besh tr

In approaching the current task of collecting ga#ilve data about consumer and
provider feedback to complement the Mercer revibere are new considerations:

e The window of opportunity is limited and the datsed to be available prior to
March 2008.

e Given Mercer’s on-site review of LME functions dugiJanuary 2008, there is a
desire not to impose an additional burden on LMBagament and staff. Thus
their involvement must be minimal.

e Reaching consumers represents a challenge givenidieegeographical spread of

services in North Carolina and lack of transpootatneans for many consumers.

Given these considerations, this consultant prapassngle site to hold both provider
and consumer focus groups in each of the tweng/4{fME areas. By going to “where
people are,” the consultant was able to scheduiessls to meet the deadline of
completing a report by the end of February. Thegensany advantages to this approach:
e It preserves the tenets of the focus group metlyageating a set of questions at
multiple sites and uses the group discussionsdadyme nuanced and qualitative
data.

e It solves the logistical problem of travel for cangers and providers.

! ExamplesThe North Carolina Consumer Satisfaction Survey, Division of Mental Health, Developmental
Disabilities, and Substance Abuse Services, Octdb@r;North Carolina MH/DD/SAS Workforce

Analysis Project, conducted by Behavioral Healthcare Resource BmegBchool of Social Work,
University of North Carolina at Chapel Hill, Auguad07.



It has the added value of allowing observationsuatite service environment, to
get a “feel” for the place where consumers recea@ices that would not be

available when the focus group is held at a nesttal

However, there are limitations to this method:

e There is a high likelihood of getting a slantedwiieom a single provider that

may not represent the feedback of the entire peywiétwork in a given LME
area.

Selecting one provider per LME may not representises to consumers with
multiple disabilities or different age groups.

This method—in fact most consumer survey methodgstpnes that the

consumers are already in services, thus preclutimge with access problems.

The following efforts were made to remedy the latitins noted above:

Although a single provider site is chosen for ebllES, most providers cover
multiple LMES, so some cross-checking on respoisspsssible.

To ensure sufficient diversity and representatiba,total sampled providers
include services to consumers with multiple disaed and different age groups.
Though consumers outside the system could notdbeded in the data collection,
attempts were made during the focus group intervi@aguery consumers who

may be aware of others having difficulty accessiaryices.

The steps to selecting consumers and providetthéoreview are described below:

The consultant obtained a statewide provider dirgdrom the Division and
made an initial selection.

Each LME was consulted on the initial selectiorg anbstitution was accepted
based on new information (ex: provider going oubws$iness), or lack of
consumer base (ex: a new provider with only twoscomers enrolled), or
suggestion of a multiservice provider to replasingle service provider selected.
Each LME notified the selected provider, to bedwléd by the consultant to
schedule a visit.



e Orientation to the selected provider in terms ef plrpose of the visit and
availability of consumers for focus groups on tlagedof the visit; the consultant
informed each provider that the gathering woulddzehoc” using “whoever is
available” as a criterion, and that there wouldbaattribution of opinions shared
in the report to preserve confidentiality.

e Focus groups were held and data collected usingsfgooup questions and

protocols developed prior to the visit.

To standardize data collected, a set of questi@rs developed for consumer and
provider focus groups (Appendix ). These questiomgered areas of inquiry used by the
Mercer team to facilitate the comparative analpsisveen quantitative and qualitative
data, and the focus group questions were sharédatDivision and the Mercer Team

before these site visits.

Consumer Focus Group Questions by domains:

North Carolina Local Management Entity Consumer Foais Group Questions

Domain Focus Group Questions Follow-up Questions
Communication e Are you fairly familiar with your rights? Have you | VIf consumer satisfaction survey has
(ongoing received information about this? been conducted, identity the
communication Do you have information about services available in originator (provider or LME).
about service array, your county? \Explore the degree of knowledge
consumer rights, eHave you been asked about your view on the servig about CFAC and Client Rights
availability of received (phone calls, interviews, or written sysjeby | Committee
providers, and the LME?
feedback about
services)

Access(screening, | ® Were you referred to the services through LME? | v Tenure of being in the service
triage, and referral)| How? system
e If you called the access line, how long did itetdér \ Tenure with the current provider
you to receive assistance? ' Note if consumer enters services

e If you used other means (walk-in, family or friend | directly provided by LME
provider), please describe the process.

eDid you experience any problems? If so, please
describe them

Do you have any suggestions about how to improve
consumer access?

Services (planning | eWhat services are you currently receiving? v Identify service gaps
and delivery) eDid you participate in the person-centered plan®ing| V Identify services barriers
How? v Identify positive and negative
e In addition to this program, do you receive seggic | experiences
from other providers? If so, describe them v Identify services directly provided
e\What is your most critical service need? by LME

e Do the services you have received meet this ckitica




need?
e Do you feel you have been treated with courtesy an
respect?

d

Crisis and
emergency needs

eDo you know where to go in case of crisis (in
mh/dd/sas)?

e Do you use informal help (friends and familiesjci
and religious organizations)?

eHave you had any personal experiences with crisis
emergency that you require professional help? Bleas|
describe them.

o]

\ Explore when the crisis services
were made available

 Explore the types of crisis serviceg
available

\ Explore consumer feedback for
services received

Appeals

e Do you know where to go if you have a concern or
problem about the services you receive? Pleaseibles
the process

e Have you complained to LME about the services yq
received? What was the result?

e Have you gone through any formal complaint and
grievance procedures? What was it like? What was t
result?

e What suggestions would you have about improving
the process?

n

uhe provider and/or LME level.

 Explore each individual experiencg
to identify whether the
complaint/grievance was directed at

Quality and Service
Outcome

e Do you feel you are progressing in your own recpve
goals (for mh/sa consumers)? Please explain.

eDo you feel you are progressing in your habilitatio
goals (for dd consumers)? Please explain.

e\What expectations do you have for yourselves and
the providers (for mh/dd/sa consumers)?

r

oV Explore individual stories about

 Explore the consumer’s prior
history in service outcomes to
compare current feedback about
service outcomes

what helped in the past, and what cg
help now

Provider Focus

Group guestions by domains:

North Carolina Local Management Entity Provider Focus Group Questions

Domain Focus Group Questions Follow-up Questions
Communication e How are you informed about the array of services | VIf other parties other than the LME
(ongoing needed in the LME area? have been providing information,

communication
about service
network, changes in
rules and procedureg
endorsement and
authorization
process)

e |Is there a mechanism for you to receive ongoing
communication about state and local rules and
practices, funding possibilities?

eWhen and how were you enrolled in the provider
network? Did you go through any RFP process?

identify them.

VExplore communication
mechanisms (manual, bulletin,
meetings, etc.)

\ Differentiate providers of mh/dd/sa
services

Access(screening,
triage, and referral)

e What is the percentage of consumers that entered
your services without going through the STR at the
LME level?

e Do you notify the LMEs when a consumer enters
your service without a direct referral from LME?

e For individual mh/dd/sa providers: How is the a&sce
different for the disability groups you are serving
eDid you experience any problems with consumer
enrollment? If so, please describe them

eDo you have any suggestions about how to improvi
consumer access?

1%}

=

\ Tenure of being part of the provide
network

\ Whether or not the provider serve
multiple LMEs

\ Note whether the consumer is
referred to services directly provideq
by the LME

Services (planning
and delivery)

e\What services are you currently providing?
e In addition to this program, do you provide other
types of services? If so, please describe them

v Identify service gaps
v Identify barriers to providing
services’




eWhat do you expect your services to achieve for
consumers?

v Identify positive and negative
experiences

\ Explore any development of
evidence-based practices

Endorsement and
contracting

ePlease describe the process by which you were
endorsed to provide services. Did it include mbanta
paper review?

e Please describe the contracting process with R L|
or LMEs and note the differences among the
contracting if any.

\ Explore positive and negative
experiences

\ Explore differences among LMEs
the provider has presence in multipl
LMEs or if the LME provides
services directly

=

D

Utilization
Review/Managemen

e Do you provide both Medicaid funded services and
[ state funded services? For each, please descabe th
utilization review/management process

compare how each of the LMEs deals with utilization
review

e If you provide services to more than one LME, ptea V Explore how the LME deals with

=

\ Explore differences among LMEs
the provider has presence in multipl
LMEs

D

UR for services it provides directly

Appeals

e Are you familiar with the provider appeals and
grievances procedures?

e Have you used the process to appeal or grieveeto
LME? What was the result?

e If the provider is serving multiple LMEs: Can you
describe the similarities and differences of apphea
used by each of the LMEs you deal with?

e What suggestions would you have about improvin
the process?

)

 Explore individual experiences,
methods, and results

\ If the appeals are related to
problems with claims payment, get
the details

Provider monitoring

eHow are you monitored? Please explain.

eWhere are you now in terms of your compliance le
as a provider?

eHow long have you been a provider for the
county/region?

e Will you continue to be a provider? Do you have an

plans for expansion?

 Explore the methods, process and
abrocedures of provider monitoring

and how problem areas have been

dealt with

\ Explore whether the providers are
ynew (post-reform) or old (pre-reform

10



[ll. The Sample

It is generally believed at the state and locaglevthat the system transformation since
2001 has had the least impact on the developmeistlility system. It was questioned
whether this consultant should select DD providetsie information gathering for this
project. However, if the full functionality of LMEs to be assessed, the DD system
cannot be left out of the review. Thus a limited B@hsumer and provider sample is
included to shed light on how LMEs carry out funos related to the DD providers and

consumers, albeit the sample size is the smalbeshg the three disability groups.

To arrive at the selection of the focus groups tmnsultant went to the state data bank
to obtain the total providers in the public MH/DIAS system for an initial selection. As
of December 2007, there were over 3500 commundyigers in North Carolin,
representing a huge growth since 2001. Selectiganadfider sites for the focus groups
should thus be viewed in this context: for evergvidler included, there are many more
providers not included. This context applies tostoners included in the focus groups as

well.

The Participants

Provider staff that participated in the focus g®share general characteristics, such as a
cross-section representation of management: stadflvave the most active involvement
with the LMEs and staff with direct interaction tvitonsumers, including community
support and psychosocial rehabilitation staff. @oasion, the provider/consumer roles
were blurred when a staff could also be a consuanex,consumer is functioning as a
provider, i.e., peer specialist. One psychiatrisswicluded in a focus group discussion

through an interactive telecommunication system.

For consumers, children were often accompaniedibit parents or foster care parents,

and DD consumers were accompanied by parents ie sases. There was a balanced

2 Data source from the Division of Mental Health yBlpmental Disabilities, and Substance Abuse
Services, January 2008.
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representation of racial and ethnicity in the cansusample; however, the minority

consumers were primarily African American, and ¢hems only one Hispanic consumer

and two Asian consumers in the sample.

Table 1. Number of Consumers and Staff in the FG@nasips

LME Consumer Provider Total
Alamance-Caswell-Rockingham 3 5 8
Albemarle 2 3 5
The Beacon Center 7 8 15
Catawba County 10 6 16
Center Point 4 8 12
Crossroads 2 3 5
Cumberland 9 6 15
Durham 7 9 16
East Carolina 2 12 14
Eastpointe 7 4 11
Five County 1 4 5
Foothills* 1 4 5
Guilford o* 7 7
Johnston 8 5 13
Mecklenburg 11 8 19
Orange-Person-Chatham 3 5 8
Onslow-Carteret 6 11
Pathways 5 9
Piedmont 8 7 15
Sand hills 10 7 17
Smoky Mountain 8 7 15
Southeastern 8 5 13
Southeastern Regional 2 5 7
Wake 4 14 18
Western Highlands 4 5 9
Acute Care Hospital** n/a 8 8
130 166 296

Total

** This is an unique sample

* Will be merged with Smoky Mountain as of July2D08
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Types of Providers
Providers included in the sample have had differemare in the system; some were

clearly created after 2001, either as a spin-o#a new private provider, others have
had longer history in the state. Others are gerencan service providers, providing
services not only to the MH/DD/SA system, but alsother service systems such as
social services and juvenile justice. Providerserms of types of services rendered and
nature of incorporation are shown in Tables 2 and 3

Table 2. Types of Services Provided
Types of Providers Number
Children and Youth MH/SA/DD 3
Adult and Children MH/SA 4
Adult and Children MH/DD/SA 5
Adult MH
Adult SA
Adult MH/SA
Adult MH/SA/DD
DD provider

NI—‘HwLﬂ

Facility-based crisis services 1

Acute Hospital (emergency and acute care)

£
[EY

Total 26

*This is a special selection outside the 25 prordgdeelected for the LMEs

Table 3. Nature of Incorporation*

Nature of Corporation Total
Not-for-Profit 17
For-Profit 9
Total 26

*No judgment is made about the nature of the ipomation.
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Number of LMEs Covered
The majority of providers in the sample cover mihi@ one LME areas, and the multiple

LMEs contracts with the same provider range frora tavfourteen.
For those providers that contract only with a sengME, there are occasions when a
small number of consumers from other LMEs are skbyethe same provider. This is

true when the services are either under-developedtavailable in the referring LMEs.

Table 4. Number of LMEs Covered

Number of LMEs Covered Number of Providers
1 8*
2105
6to9 5
10 to 14** 4
Total 26

*Even providers covering one LME may occasionadlget in
referrals from other LME areas.

**Some in this category have corporate respongybibr large
number of LMEs covered, and could provide compaganalysis
of different LME practices.
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V. Consumer Feedback

Several basic assumptions can be made about gagleemsumer feedback on the
program site. First, there is a general tendencgdasumers to give positive feedback
about the services. Second, there might be a naelection on the part of the
participants—those agreeing to participate in tdw$ group might be inclined to support
the services. Third, there might be some concerspite the assurance from the group
moderator, that any negative comments about tivicesrcould affect the consumer’s

ongoing relationship with the providers.

To counteract these natural and understandableneres, the queries went beyond
simply whether the consumers were satisfied wighsiervices received. Questions
included whether the services address “the criiegld” in their lives, and whether they
have seen changes in their lives as a result (f¢haces. Furthermore, this consultant
assured the participants that they would remaimgmous and asked that no staff
participated in the consumer focus group discussidtis thus not surprising that while
some of the comments are too general to be usecthfsovement, some are specific and
to the point. In fact, consumer perspectives aligleiening and insightful and should be
listened to.

Table 5 shows the general themes from these gnsepssions:

% In one instance, the CAP-DD staff were includethwlie occurrence of a family member in light a th
difficulty of the consumer in expressive speechd emnanother instance, the staff stayed on with the
concurrence of the consumer for part of the disonssut left the room when the questions turneth&
consumers’ feedback about the services.

15



Table 5.

Themes from Consumer Focus Groups

Domain of Questions

Themes

Communication

Consumers already receiving senacesnformed of
their rights and rely on their primary therapistase
manager for service availability. Those with lontgrure
in the system also use peers for information ampgaex.
However, there is a shared concern that the gepebdic
does not have sufficient knowledge about the servic
array, or the disability system.

Access

Many entered the system years ago. For Hase
entered since the reform, IPRS referrals came tham
LMEs; Medicaid referrals came from a variety of sm&s.
The common concern is that the general public dde n
knowing where to go for services. There are aldedo
communication barriers when the STR system is bged
DD consumers.

Services

Consumers felt the services have chahgedives.
Service gaps identified include supported housing,
supported employment, and intensive outpatienti@mgt
term rehabilitation for substance abuse. The SPMI
consumers tend to be found in the psychosociabreha
program with medication management, some in ACT.
DD consumers, more supported living for long-teduala
consumers still residing at home or in group hommes
needed.

Crisis and Emergency
Needs

Consumers first rely on informal support for criared
emergency; there is acknowledgement that crisisces
have become more available. Children and youth
consumers need in-home support and respite, wherea
adults need a full continuum of crisis and emergenc
services and early interventions.

(%)

Appeals and Experiences
with Complaints and

Only a few consumers in the focus groups have used
complaints and grievances; some have taken adions

Grievances dismiss a poorly performing provider.
Quality and Service The majority of the consumers have described
Outcomes improvement in their lives as a result of the sesj and

all of them place a premium value on being treatgd

dignity and respect by the provider staff.

16



Alamance-Caswell-Rockingham LM E

Three consumers participated in the focus grougingencluding one CFAC member,
one consumer studying to be certified as a peaiapst, and one formerly homeless
consumer receiving ACT services. All three spoksitpeely about their experiences at
the agency. They rely on their community suppod AGT staff to help them in their
recovery, even in the case of one participant béaogmdependent by obtaining a peer
specialist certificate. They described an easgnammmunication with the provider
staff.

Specific comments:

“I called two places for help when | was in jail feaving serious problems of wanting to
hurt someone. The ACT staff came to me right away,chose him. | figure he showed
me he cared and that meant a lot to me.”

“The staff have helped me get back on my feet.”

“We need a job and a place to live.”

Albemarle Mental Health Center & Developmental Center & Substance Abuse

Services
Two families of consumers served at the agencyqgyaated in the interview. Both have
received services that helped their family membemove coping skills and maintain
community integration. The services have been pexion an outpatient basis: in one
case the intensity has reduced as the youth hasnacletter equipped to handle defiant

and assaultive tendencies.

Specific comments

“What parents need is in-home support.”
“We can all use parenting class.”

The Beacon Center

17



Seven adult mental health consumers participatéaeifocus group meeting. They are
currently attending psychosocial rehabilitationgreans (some five days a week and
some three times a week). They described the skalising program they are involved in
and their recovery process despite hospitalizattddherry Hospital. They identified
service gaps in education about medication manageamel supported employment

opportunities.

Specific comments

“I like the staff here because they talk with yoot at you.”
“My experience at the state hospital was very usgd@at. I'm glad I'm out of there.”

Mental Health Services of Catawba County

Ten consumers (two parents) and a CAP-DD staffétteeinterpret for the DD consumer)

participated in the focus group meeting. Many @&f ¢bnsumers lived at home, some
were in a group home setting, and only one wasrental apartment. All attend day
activities and one consumer is about to complétglaschool diploma. Their tenure

with the service system varied—some were newlyleEtiosome have had a long service

history. The parents also receive respite servima the agency.

They all expressed appreciation for the serviceyg Have received and the attitude of the
staff at the agency. The CAP-DD staff expresseadeors that the hours have been
reduced for her client by Value/Option. The pargraicipating in the discussion

identified their primary concern as the life plam their DD family member.

Specific comments

"I'm getting better now. The staff treat me likeeal person. | like my staff. We can go
shopping or have my hair done whenever | want it.”

“I've been to other places but they acted as iabwit there.”

“My husband and | are getting older. We want our tostay in a home setting, and we
worry how it can be maintained.”

“We are glad for the respite we get.”

18



“I just moved from another county. | like it helmyt I'm making less money in the day
program.”

“I don’t understand how they can cut the hours.gReaeed the services (referring to
adult habilitation services).”

Center Point Human Services

Two consumers in the waiting area participatedeninterviews, as the originally
scheduled consumers of ACT had left the prograen Bibth consumers were parents
with children in mental health outpatient treatmditte information gathered was scanty
and not used.

Crossroads Behavioral Health

Two consumers (including one Hispanic consumethénfacility-based crisis center
participated in the interview. Both had arrivedslésan three days ago from jail and from
the local hospital. Both had met the admissioredatin terms of acuity and were now
ready to be discharged. They felt the staff atctigs center helped them deal with the
crisis that would have led to psychiatric hospatation; their current primary concern

was follow-up treatment. Neither had a servicedniswith the public system.

Cumberland County Mental Health Center

Nine consumers who receive mental health and sutst@buse services participated in
the focus group. All the participants have a bhistory with the provider, with an
average of two and half months. Some had been lesshahd one had recently moved
from another state, but all seemed to have positimements about the staff and services.

They brought up the issue of Medicaid eligibility.

Specific comments

“We need special assistance in applying for Meditaisides going to the local social
services agency. | was able to get mine at the loxspital when the social worker
helped me complete the application.”

“We need more housing options.”
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“We have no primary care available. When | get siadan only go to an emergency
room.”

“We (individuals with addiction problem) need ald&living situation.”

The Durham Center

Seven consumers participated in the focus groupingeat the substance abuse services
site. Most of them are in a transitional housinggpam, some are in women’s recovery
residence, and all were vocal. They were more sadisfied with the services, they were
enthusiastic. Regarding service gaps, they felensbpices in supported housing are
needed, especially a stable living situation tasagisem in their recovery.

Specific comments:

“I'll give the staff two thumbs up.”

“I have tried treatment before, but never stayetlew! first came here, the staff called
me by my first name. Man, that convinced me thega®. Later when | relapsed and
returned, they still remembered my name.”

“They are more confident in me than me.”

East Carolina Behavioral Health
Two adult consumers (one primary consumer, onelyamember) of SA services

participated in the focus group; more consumersexgaessed a willingness to attend but
did not show. The adult consumers have had atemgre with the agency: one of them
has an adult child using a residential recoveryises for an addiction problem in
another LME region. Both consumers expressed #agisfaction with the provider in
terms of keeping them informed of available serwj@nd both have developed a good

personal relationship with the management andaoalirstaff.

Both consumers expressed a need for long-termenetsad support for individuals with
substance abuse problems. One consumer whosechidilhad to be admitted to a
residential treatment center in another LME ardiastech services should have been

more readily available across the state.
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Eastpointe
Eight consumers patrticipated in the focus grouguiing three parents of DD

consumers, one of whom is on the board of the LMEaddition, a CAP-DD staff was

in attendance to explain services received by acbisumer. The CAP-DD staff stays
with the same consumer in all program activitidse Tenure with the public system
ranges from three to over ten years. There is gtsopport of the provider for its stability
and variety of services provided, from day suppma sheltered workshop. One
consumer has an independent apartment, one igroug@ home, whereas the rest live
with their parents. They all shared positive featitabout the services received, but none

expressed a strong interest in moving out of tledtated workshop setting.

Specific comments

“The public system needs to develop more suppamteployment programs.”

“The person-centered plan does not work for thedd@nts because we as parents end up
completing them.”

“Too many system reform changes and inconsisteattibn from the state.”

“Turnover in community support is dreadful. | hadfite a case manager from a program

because she never showed up.”

Five County Mental Health Authority

Only one consumer wished to be interviewed on-3ités is a new consumer, having
completed only two outpatient visits, as referrgdd$S. She is being treated for mental
health problems and hopes to obtain employmentefBcrelocated to the area, she has
had no prior service history with the public systéxther than expressing her satisfaction

with the services offered, she did not contributeemto the areas of inquiry.

Foothills Area MH/DD/SA Authority

Only one consumer at the provider site was availablthe day of the visit. This was a

youth receiving community support services. Therwview took place with the consent
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of the staff and the child. The youth had just beespended from the school, the second

time in a week.

The current community support staff has worked whthyouth since September 2007,
replacing another community support staff. Thefgtadvides 1:1 supervision during the
school hours, five days a week. The youth explathatithe community support staff sat
next to him in the classroom, and his teacher didseem to mind. The primary concern
as expressed by the child is anger managememich he is also taking medication.
He has been suspended by the school system séwezalfor hitting other children. He
lives at home with other younger siblings; accogdim him, he never hits anyone at

home because “they are family.”

Specific comments

“The staff is OK. We get along. He helps me contnglanger.”

“I would like to get off the medications. They made dizzy. | also have trouble
sleeping (I was up until one o’clock this mornirig).

“I'm doing all right in school, | was held back gndnce. | never hurt anyone.”

“I never had any services before. Now I'm gettingtat. | also see a therapist for

counseling at this place.”

Guilford Center for Behavioral Health and Disability Services
The community support staff had scheduled volunteesumers to be interviewed, but

the consumer focus group did not take place beaafus® show.”

Johnston County Area MH/DD/SA Authority
Eight consumers of the outpatient and residentibstance abuse services participated in

the focus group meeting; about half of them ar@sychotropic medication. Some are
outpatients while others are inpatients at thedesdial treatment site. They still go to the
LME for medication management, but there is anteigkek wait. Not being able to get
in touch with their case manager is also a chiatem. They are pleased with the

provider’s services.
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Specific comments

“When | was hospitalized for detox, the nurse & tlospital seemed to look down on
me.”
“There is a general lack of understanding of adalcproblems.”

“We love the staff here. They really care.”

Mecklenburg County Area MH/DD/SA Authority
Eleven consumers and families from Mecklenburgiga#ted in the focus group

discussions. The consumers ranged from nine teesixyears old, and were
accompanied by their parents or foster care par@iitshildren in the focus group are
attending regular school, but some are in fostex oaresidential care. Although no
clinical files were reviewed, the children collegtly seemed to present mild mental
health and behavioral management needs. One aneet with her child to the focus
group meeting to register her concern that shénhdgrouble accessing the system. It
turned out that she does not have insurance coxvarag) is not eligible for Medicaid. It
is interesting to note that those consumers alreadylled in the services suggested that
this parent attend parent-to-parent meetings. Xbhbamge among the parents in this

focus group demonstrated the power of mutual help.

The participants felt sufficiently informed abobetavailability of services in the
community and understanding of consumer rights. pdrents and youth in the group
relied on their immediate therapist for informatesout service availability. Many of the
participating parents are also active in assoaqiat{e.g., foster care parents association)

and have a broad information base about agencicesrand community resources.

One parent who had access problem described hestouggle in obtaining services for
her child in school and with a primary care phyaicito no avail. “I was referred
repeatedly to parenting class, but | need treatfioemy son.” She has been turned
away by all the providers, including the provideiry visited on this date, for lack of

insurance coverage or ability to pay.
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Others in the group seemed to have less diffi@dtyessing services and thought that the
process for them was relatively easy to naviga@iywhave their services paid for by
social services, or by the LME (for residentialear

Specific comments

“If I can have in-home support or occasional rela@fchild caring, | could have managed
my child by myself.”

One parent had gone through the process to chamgengnity support staff, “I fired my
community support person because she never visietiThe rest were aware of their

right to appeal but had never used it.

Onslow Carteret Behavioral Health Services

Five consumers with mental health and substancgeatervice needs participated in the
focus group meeting: all of them have entered éneice system within the last two
years and are in supervised apartment providetddwadgency. They also receive case

management services, medication management, amdamg services.

Their entry came primarily from community referrébsher service system, crisis
services) and one was self-referred. Their relbtiskort tenure with the agency is due to
the fact that the agency was only created two yagaos Only two of them have Medicaid
eligibility, and one is in the process of applyinigh the assistance of his case manager.

They are concerned about the high turnover of ttese managers.

Specific comments

“My needs are the same, even though | don’t havdidded. My case manager told me
until 1 get my Medicaid, my hours cannot be incesh%

“I've had four case managers in a year already.”

“The apartment situation is a blessing, and savedram becoming homeless.But the
maintenance is atrocious.”

“Our major need is employment.”
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“If I'm in crisis, | will call my case manager. Béibr other needs, | have friends in the

community.”

Orange-Person-Chatham MH/DD/SA Authority
Three consumers receiving supported employmenpasted housing, and medication

management participated in the focus group meefihgy had been referred by other
service providers, and have seen a steady impraveméheir lives. All meet the criteria
for targeted populations, and two are eligibleNtadicaid. One is affected by the recent
closing of a community provider that had providegdieation management, but the
closing was note considered a loss because ottidisgdion with the psychiatric services
there. Two consumers that receive their medicananagement from the UNC Step-
clinic are satisfied with their services. It is wWonoting that all consumers make use of

family and social support, as well as communityteses.

Specific comments

“This agency has turned my life around. | was suifgfrom mental illness with low
self-esteem. Now two years later, I'm having my apartment and holding down a job.
This place is like a family to me.”

“I did not like the psychiatrist | had; he neveesptime listening to me, and he never
told me the truth.”

“I like the psychiatric residents at the Step-dinfhey are very personable.”

Pathways MH/DD/SA

The consumer focus group was held with adult mdrgalth consumers in recovery

services as a substitute for another providerghatarily served children and youth and
could not obtain clearance for the children andtlyda be interviewed in time for the
visit. Five adult consumers participated in theugroup discussion: two of them have
had long tenure (ten years or more). All five cansts confirmed their understanding of
consumer rights and provider information. During thvestiture the two consumers with
long tenure with the service system were able Hoviotheir original therapist to the new

provider location.
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It is evident that because of prior involvementwitie public MH/DD/SAS system, two
consumers did not require new access, whereastherrconsumers (those who entered
the system within the last three years) had toleakv to access services. None reported
any difficulty in access, and all attributed theitk of barriers to the good counsel of
their friends in the community. The LME was ablegater them in a timely manner to
appropriate mental health services. Several mentiass experienced relapse during
their tenure with the program, including hospitatian at the local hospital and state
psychiatric center. They had unfavorable experietehe state psychiatric hospital,
feeling a loss of freedom of movement and lackarhmunity contact. Their experiences
at the local acute care unit were better and thlygbod about being close to their family
and friends. One consumer who did not attend thesfgroup (although scheduled to
attend) had recently suffered a relapse. The gspept sometime discussing the reason
for the relapse: WRAP (Wellness Recovery ActiomiPtzad not been followed. All of
the participants in the focus group emphasizedhdesl to have someone to call in crisis,
and many expressed a reluctance to burden theifawity members. They are

comfortable calling their therapist for help, andmy have.

Specific comments

The consumers currently participated in the WRARKWéss Recovery Action Plan)
group. All spoke positively about the experience.

“I have learned how to live.”

“I have been able to make friends.”

“We support one another in the group.”

Piedmont Behavioral Health
Eight adult consumers patrticipated in the focusigrancluding one through a phone

interview (this consumer has experienced barreextess on behalf of a family member
with addiction service needs). Three participargsenalso CFAC members. All
disabilities were represented in the consumer graithough the participants were

familiar with consumer rights and service availdigi$, all felt that the general public still
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lack basic knowledge about the MHDDSAS system. @aréicipant is acting as an
advocate to obtain mental health services for aft fiend and has found a long waiting
list and barriers to completing the lengthy papekwequirements. Turnover at the
therapist level has also made it difficult for comsers already enrolled—developing a
relationship with a new therapist takes time.

Specific comments

“The providers do not let people know they haverises available.”

“Ten minutes of conversation with my psychiatrigt dot help me. | never learned about
drug side effect or interaction.”

“It's demeaning not to be greeted by your namehHswe | check in, the receptionist
asks for my name, even when I've been coming hévagtime.”

“The system does not know how to treat married tsipith mental health problems”

“When we call the hotline, we want to talk to agmer, not a recording voice.”

One consumer called the director to complain abooess problems and was transferred
to the group moderator. The concern is relatetieaequirement that a full PCP must be
completed before services can be authorized, aadtafo visits the consumer’s family
member with addiction needs simply did not retWith some follow-up intervention by

the agency, a faith-based organization accepteththily member into treatment.

Sandhills Center for MH/DD/SA Services

Ten consumers participated in the focus group mgelihe majority of them have severe

and persistent mental illness and were open abeutdawn diagnosis. All of them attend
the psychosocial rehab program at two differentions. The programs are designed to

offer different levels of skills training.

What is striking about this group is that many hbagen in the public system for a long
period of time, whereas some entered the systemnathie last three years. Together
they can be considered the target population asatein the state plan. They feel

supported by the staff and seem to have develogéxsa working relationship with the
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staff in the program. However, they all expressedfilled goal of achieving the next
level of independence, especially supported housmpemployment. Some of them live

in group homes, others in independent apartments.

Specific comments:

“My goal is to go back home to my own children.”

“My doctor told me | can never hold on to a job,lsit trying.”

“If I can recuperate, I'd be so blessed.”

“I'm trying to finish a community college degreeydathis is my third try, so that | can
find a good office job.”

Smoky Mountain Center

Eight consumers (including two parents) particidatethe focus group discussions.
They represent consumers with mental health, MH/&12l DD service needs. The DD
consumers expressed high satisfaction with theicircumstances, and those with dual
diagnosis are receiving psychiatric and counsedergices at another provider agency.
The parents of a youth that has experienced reh&atspitalizations had the most to say
about “cracks” in the service system. They attertiedneeting on behalf of their family

member who was hospitalized at a state hospital.

Specific comments

“The sheriffs took down our son during the trans$od caused injuries. | complained to
the sheriff’'s department and received no respdrai@n’t think the officer was malicious,
he did not know how to handle people with mentakgs.”

“We complained to the mental health center staftdnLME) and we have had good
help there. Our concern is for a step-down semicen our son is ready for discharge.
There is nothing available in the community thatldooffer structure and treatment.”

“I was just promoted to a staff position. I'm happith my life. | go to work every day

and punch in at 8 in the morning, and | have afgehd.”

28



Southeastern Center for MH/DD/SA Services

Eight consumers that have addiction service neadgipated in the focus group

meeting, including two referrals from the crimipadtice system. The tenure of their

service history ranges from a few months to moaa tien years.

Overall, they have found motivation and are engagégeatment and recovery. Those
with longer service history and have graduated frot@nsive outpatient to monthly visits
seem to offer hope and inspiration for those wheetentered the system recently.

Currently none are eligible for Medicaid and emphayt is an issue.

Specific comments:

“I've been completely turned around. | can’t sapegh about this place. After failed
tries at staying clean, I've had the longer pestayiing off drugs.”

“I came here to keep clean and get my life on tracik you have to want to do it.”

“I've tried several times before to keep clean aildkd, but I've finally succeeded the
third time. It's the good staff here that helped’'me

“We need help with employment, and we need a piatiee.”

“I love my counselor, but | wish | had more psychs time. | need mental health
services as well as services for my addiction bl

“The staff here seem to carry a heavy load; theseich a great need. The waiting room
is usually full.”

“We need more assistance in finding employmente@sfly for having an arrest record.”
“My family is paying for the cost of the servicesw, and it will take me a long time to

pay off my fees here.”

Southeastern Regional MH/DD/SA Services
Two consumers receiving psychosocial rehab seryiaggcipated in the focus group. At

their request, the interviews were conducted oneranfor each. Both consumers have
had a long service history with the public systdatjng back to the late 1980s and early
1990s, and have had psychiatric hospitalizatioribeir past.
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What seemed striking is the lack of information aththe current mental health system in
their community. They both assumed the former pregram (the Mental Health Center)
had closed and nothing else was available, whéacirthe same psychosocial rehab
program has had a smooth transition from the foranea program to the current provider
and there are other mental health providers inepltdemonstrates that consumers often

identify with a physical location and personneltlaee familiar with.

They are pleased with the services they receiwtlagir perspective is that this is the

only stable thing in their lives.

Specific comments

“I have a case manager assigned (note: from contynsupport) but | have only seen her
a couple of times, and she did not seem to watdlltane. She gives me transportation to
go places.”

“l used to be able to talk to someone, but othenttihe Club House members, | have no

one to talk to. The psychiatrist never spends tiite me.”

“The staff here are very caring. If | don’t show, Wiget a call from them. The other week

| was feeling depressed and they talked me intargniim back to normal now.”

Wake County Human Services

Six consumers with mental health, substance alsdavelopmental disabilities needs
participated in the focus group meeting. They repnéed different stages of recovery
and habilitation. Some will remain in a group hose#ting while attending a sheltered
workshop, whereas others are moving from suppameployment to independent
employment. One consumer with repeated hospitaizais finally stabilized in the
ACT program. They all provided positive feedbackuatithe agency and services they

have received.

Specific comments:

“I have been in and out of Dix for years, but ndattl have an ACT team staff assigned,

| can call him to avoid a breakdown. | called himabSaturday the other day and he
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immediately came to talk to you. This time, | reemad and did not have to go to
emergency room or the state hospital. | can’t sepugh about the difference it has made
in my life.”

“The staff here treat you with dignity and resp&&tver once did | feel unappreciated.”
“There is one thing | need that I'm not getting—pgaped housing for people with
addiction problem. I'm still looking.”

“I've learned to budget and to plan ahead. Evenghd’'m living in a group home, | can

be more independent.”

Western Highlands Network

Four consumers participated in the discussion. Hileyquested individual interviews.
They were attending a Fountain House clubhouseranogn addition to receiving
psychiatric services (medication management, th@r@apd community support from the
same agency. They were engaged in various actiotiehe day of the visit and
welcomed the opportunity to speak to a visitor.

Specific comments

“The staff here care. They are for real. I've beeming here for six years. You can’t
fool me for that long. | lost all my friends andrfdy when | went to the state hospital.
Now I'm making friends here.”

“I suffer from flashbacks from abuses in a militérgining camp. | like my therapist in
another program, but | wish they had group sesdmmgeople with similar problems.”

“I'm learning structure here.”
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V. Provider Feedback

The provider feedback, as given by the participaejsresents perspectives of
management and staff. Participants for each foougpgnclude management, clinical
and business staff, and online staff routinelyrenténg with the LME management and
staff. Thus the focus groups offer a glimpse ofghevider experiences at multiple
organizational levels. The quality of the interantivith the LMEs also goes below the
LME leadership; it is about LME staff assigned iffedlent functions and the LME’s

overall provider relations.

Because there are more providers in the sampleamimg with multiple LMEs than
with a single LME, the feedback described beloweasents more than one provider’'s

perspective. Some patterns of response are noted.

There is a tendency for providers that deal witly ame LME to be positive about the
experience, whereas providers involved with mutipMEs tend to be frustrated by the
inconsistencies in LME practices in areas that enatt the providers, from endorsement
to authorization, to payment, and to provider manmig.

Second, substance abuse providers have the mitstityfin dealing with multiple

LMEs. This is owing to the lack of infrastructuretlae provider level to meet multiple IT
requirements, compounded by the fact that, giverstarcity of substance abuse services,
many referrals came from outside the immediate Lava. The high demand and
insufficient supply created a waiting list for cangers: some of them could not be served
after the denial of payment (Medicaid and IPRSY.groviders that are mission driven

and committed to serving consumers despite deniab-gpayment, this represents a

serious business hazard.
Finally, one phenomenon that cannot be interpratehis point is the inconsistent

treatment of providers by LMESs, or at least thevjater’s perception of inconsistent

treatment by LMEs. The same LME might be respongiweard one provider but not to
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another. Hence the data presented in the feedlbagksssome inconsistency. It is not
uncommon for the same LME to be perceived to b@dga doing business” by one

provider and “bad in doing business” by another.

Of special note is the role Value/Option playsha provider feedback. Though the focus
of this review is on LMEs, the interaction betwegeaviders and Value/Option is
considered problematic by all but two providershie sample. The areas of concern
include:

e Value/Option does not have a web-based authorizaietem (a pilot site is
being launched), and providers have to fax lengémgon-centered plans.

e Providers do not receive authorization in time:de&y can be anywhere
between several weeks to months. Providers clasog of the faxed materials
were lost and had to be refaxed, and notificatooproviders was mislaid by
being sent to the wrong address.

e Value/Option staff do not return phone calls arelrast coordinating among
themselves; the providers often had to repeatuli®azation process with a
different staff.
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Table 6 Themes from the Provider Focus Groups.

Domain of Questions

Themes

Communication

Good and timely communication from EMES,
and in some cases LMEs had provided synthesizg
analysis despite some duplications for providets W
multiple LME contracts. The concerns are that the
LMEs interpret rules and regulations differentlyan
tend to add requirements beyond the state standa
thus making standardization difficult and costly to
the providers.

2d

rds

Access

Most providers prefer to take Medicaid reflsrfor
improved benefit package and open enrollment
process; some expressed concerns about the leng
access and payment process for taking in IPRS
consumers.

jthy

Services

Providers tend to identify service gagedan their
own consumer base, and some expressed concer
about LME giving services to preferred providers.
Whether or not the provider offers single-service @
core services, they have pursued community supy
funding.

ns

Dort

Endorsement and contracting

Major concerns abquiia@ions in endorsement
when a provider serves multiple LMES; contracting
has become more uniform though the provider ne
to go through the contracting process whether the
consumer base is small or large.

Utilization review and utilization
management

Major concerns about authorization from Value-
Options in terms of delays and denials, and
cumbersome process for seeking authorization
without web-based support.

Varied concerns about LME process for authoriza
of IPRS referrals and claims payments; some LME
are performing better than others

tion
FS

Appeals

The majority have used the mechanism, rieuhat
satisfied with the time-consuming process and &Hc
closure for Medicaid funded services.

For LME-specific issues, the chief concern is the
degree of responsiveness from LME staff, some
respond in a timely manner while others do not.

Provider monitoring

Major concerns about multipfeies involved in
monitoring without coordination at the state anchlo
levels; concerns that monitoring is focused on
compliance with administrative procedures, not

enough on service outcomes.
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Alamance-Caswell-Rockingham LM E

Five staff participated in the discussion, includatinical staff responsible for delivering
psychosocial rehabilitation, ACT, and mobile crigam. During the meeting the crisis
staff took several calls and left the group to deigth emergencies, but returned toward
the end. This provider serves three LME areas. i@onication with the LME is good,;
there are frequent provider meetings and regulameonication about state guidelines.

Although there is a steady flow of referrals fromiRSfor services at the agency, there are
vacancies with the ACT slots. The participants thails is owing to community support
staff not wanting to refer to ACT. One staff fille concept of “clinical home” should be
revisited, for placing it with the community suppprogram has not enhanced consumer
access to other services. Authorization takes ttmy payment for IPRS
reimbursements discourages the provider from takiPigS referrals. The experience

with Value/Option is worse; resolving pending authations can take months.

Specific comments

“When we accept referrals from the LME, we don’t gaid on time at all. As if we are
forgotten.”

“We have many unpaid claims by the LME.”

“The LME staff tell us what goals we should setéonsumers, and how to do treatment.

| thought that was our job as providers.”

Albemarle Mental Health Center & Developmental Center & Substance Abuse

Services
Three staff participated in the focus group meefiriiey have been providing services
for four years, and none of the consumers servesldre funded by IPRS; all receive
Medicaid funding. The reason given is that the @levcould not deal with the LME
who keeps an arms-length relationship with all ptexs, holds provider meetings on a
quarterly basis, and does not communicate chamggste rules to the providers. In
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addition, the LME continues to be a provider: igithprovider endorsement process the

provider was made to feel that there is no supipoithe success of the endorsement.

Yet this distant role assumed by the LME has n{gdukits provider monitoring, as many
new community support providers have entered tha.akccording to this provider,
community support providers with questionable pcast (no qualified personnel and
abuse of community support hours) are still in apen, and none have lost their
endorsement status pursuant to the full endorseraeigw. The provider also believes
that the STR function, as contracted out by the L¥IE& crisis services tends to favor
referrals from its own consumer base, and on ocnagshen the provider uses the
services there has been little follow-up commumicaabout the services at the crisis

center.

Positive feedback about the LME came from the mhews praise of two LME staff who
have shown a willingness to collaborate with thevmter community.

Specific comments

“It's hard to see them as our management entitywihis also a large provider. There is
no fire wall.”

“This is a tight community, and unless you arerfdg with the LME staff, you don'’t get
any referral of services.”

“We have purposely avoided using community supfasrconsumers who need intensive
in-home interventions, but our request to be eratbes an intensive in-home provider
has been delayed at the LME level.”

“Many providers who provide community support spendrmous time in school with
the youth. We tend to provide community supporsinlg the school setting, involving
the families because parenting is a key concern.”

“We did not realize how LMEs behave differently iliate started providing services to
another LME. We are so pleased with the trainiaghmical assistance, and

communication we receive from this other LME theomi our own LME.”
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Comments from contracted providers in other LMEarg

“Albemarle LME is standoffish; they ignore us besauhey still provide services.”
“The only service the LME has divested is outpdtsarvices because it's money-losing

business for them.”

The Beacon Center

Eight staff participated in the focus group meetifige agency was established in 1996
first as a home-care agency, then later expandprbtader mental health and
developmental disabilities services. Many of tregfstame from the former area
programs. The staff were critical of the LME op#ras, citing lack of responsiveness
and using a finance officer to deny authorizatibtP&RS without providing a rationale.

The provider also offers services to two other LMEs

Specific comments

“Infrastructure cost to the provider is tremendaden dealing with different process and
processes from different LMEs in terms of utilibatimanagement, payment.”

“We don’t have any problems with Value/Option irttgey timely authorization.”

Comments from contracted providers from other LMES

“Beacon Center is too slow in paying their IPRSmR”

Mental Health Services of Catawba County

Six staff participated in the focus group meetifigis is a comprehensive DD provider
with more than ten years of operation. It has egpdrits services to eight LME areas. It
serves DD consumers with dual diagnosis, but tbeiger considers itself a primary DD
provider.

Because of the history of the top management imptidic system, the discussion began

with the provider’s view of the reform, which is sily negative. The provider

considered the 1960s to be the good old days wvicgedelivery.
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In terms of dealing with eight LMES, the chief centis inconsistent interpretation of
state rules, plus adding new LME-specific requiretaavithout enough advance notice.
Another area of concern is in the endorsement gese@ven if the provider has already
received endorsement already from the local LMBeot.MEs continue to do a full
endorsement review, and duplications of meetingsétme requirements taxed the
provider’s resources. Authorization for IPRS ashaslpayment for IPRS services is also

inconsistently carried out by individual LMEs.

Specific comments

“Sometimes the state sends out clarification aégldased on feedback, and the LMEs
ended up giving us ‘clarification of the clarificat.” Why can’t the rule making be
limited to a couple of times per year?”

“The preoccupation of the LMEs is survival now, arad about services to consumers.”
“Some LMEs have closed provider network; we wetd tmt to apply for IPRS funding
in one LME even though we have had a strong prestémce.”

“We get along with the LME here. We can call or draad get an answer. Some LMEs

never return your calls.”

Center Point Human Services

The provider offers a wide array of children andladervices in seven LME areas, and
has undergone major growth since 2003. Multiple IS\Bare duplicated information,
but the provider did not see it as a problem. Tiowiger is frustrated with having to deal

with seven different authorization systems for IPlRR&ded services from seven LMEs.

Specific comments

“When no providers come to the plate to accepteferral from the LME, some
brokering should be performed by LME.”
“Community support program does not refer consurteecgher services when such

needs exit.”
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Crossroads Behavioral Health

Three staff participated in the focus group meetfirige provider offers comprehensive
services in thirteen LMEs. They praised the le¥edlanmunication with the LME and in
particular the involvement of the consumer reladiogpresentative at the LME for his
interest and advocacy.

The providers also considered the LME in the upieerin processing authorization and
payment for IPRS-funded services. The LME has cbasily supported the current crisis
service even when there is a fiscal shortfall; tiweye less complimentary of other LMEs
with whom they have a contractual relationshiptien reasons: delayed authorization
and delayed payments. They have difficulty dealuitty different systems from all
thirteen LMEs.

Specific comments:

“Overall, there is still a deep learning curve EMES to let go of a clinic-based model
and embrace community-based services.”

“The provider’s perception is more related to theividuals they work with than the
leadership, so even when the LME director is gaogdrk with, the staff responsible for

provider relations can change the nature of tregicgiship.”

Cumberland County Mental Health Center

Six staff participated in the focus group meetifilge provider has been in existence
since 1987 and currently covers two LME areas #tiiking to see that the entire
management and clinical team are African Ameriddne participants shared their
complex relationship with the LME in that the panship has been rocky, and they have
felt slighted for not receiving referrals for sudnste abuse services despite the fact that
they have the largest number of licensed SA pradeats. They allowed that they are
fully endorsed, but that the last endorsement requseveral plans of correction.

Specific comments
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“Our LME is proactive in providing timely to all pviders. But the referrals tend to go to
providers that have personal relationship withlthte staff. When we complain, we
might get a few more.”

“Because we don’t get enough referrals for substause services, we have to absorb
the cost.”

“Our LME has prepared us for the transformatiort, e are like a married couple, with
good days and bad days. We have a love and hatenghip, but there is enough mutual
respect to keep going.”

“The LME endorsement review showed their lack adenstanding of the rules; we had

to argue every step of the way.”

Other comments from contracted providers outsidd 1E area
“Cumberland LME is slow in paying us. We are giived $10,000 from June 2007. For

a small agency, we can'’t survive like this.”

“We can't wait for Value/Option to get a web-basedhorization system developed.
They keep losing the documents we faxed them. Rightthe turnaround time is sixty

to ninety days.”

The Durham Center

Nine staff participated in the focus group meetihghis provider of substance abuse
services with contractual relationships with fivelEE regions. The provider also operates
access for the LME. The participants felt that ¢éhisrgood partnership with the LME that
offers technical assistance and training to theidess and has designed a “best practice
liaison” with the provider to nurture the qualitiyservices provided. The weekly
newsletter from the LME is also considered a gomtmunication mechanism with the
provider community. The provider does not have pmoplems with authorization and
payment of IPRS funded-services from the LME.

Specific concerns

“Though it is well-intentioned, sometimes we fes Durham Center staff have a

tendency to micromanage.”
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“The patterns of endorsement from LMESs are so dah@t we are under severe strain.”
“The PCP documentation is still not user friena@igpecially for consumers with
substance abuse problems.”

“Can’t we simplify paper work requirements?”

Other contracted providers outside the LME

“The endorsement process at Durham is too cumberswom lengthy, just to serve a few
consumers. We are already fully endorsed by our lowE and there is no recognition of
our standing. We had to go through a full endorsemeocess with Durham Center.”
“The Durham Center’s monitoring is too detailedhaét focus on record review.”

East Carolina Behavioral Health

The provider was incorporated in 2003, on the heklee mental health reform act. It

was established by a clinical management teamhémhtvorked with the area program
and brought on board close to fifty former area leyges. To date, thirty-five or so
remain: those who had left originally came primafibm another area program that had
problem adjusting to the different expectationa private not-for-profit agency. The
provider experienced early growing pains but hagawn acquired needed expertise in

business functions.

The provider participates in regular provider magdiat the LME, receives weekly
correspondence and notification of new state rditeaddition, the LME has conducted
training of person-centered planning. Authorizatiyrthe LME is relatively trouble-free;
this difference is explained as a result of the L8M&f responsible for UR/UM, “They

used a clinician for the role, which is quite agsyifor us.”

Specific comments

The agency receives IPRS referrals from the LMEsMadicaid referrals from multiple

sources. One problem noted was the referrals frmmmaunity support providers.
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“They usually refer consumers with severe symptéongsychiatric or nursing services
while retaining the community support function ewvamen we think a different level of

care is required. Such referrals have created stimeal liability for us.”

Comments from contracted provider in another LM&aar

“We have developed a new ACT for East Carolinayetdhere are no referrals from the
LME.”

“There are serious gaps in intensive outpatientices for consumers with addiction
problems.”

“Too much paper requirements that did not seemakenmuch sense. We need to move
into electronic data exchange.”

“East Carolina just changed the rule for on-caditegn that requires a psychiatrist to be

on call during the weekend. This is not possibteufoto meet.”

Problem with Value/Option’s authorization and déniéTheir denials are not based on
clinical criteria, and we do not get notificationtime, nor are they responsive in

returning phone calls.”

Eastpointe
Four staff participated in the focus group meetiogn a DD provider. The provider

takes referrals primarily from Eastpointe but hasoocasion taken referrals from other
LMEs. It is evident that the long-term relationsbigtween the CEO of the provider and
the LME director has led to a smooth working relaship between the two that filtered
down to the staff level. Communication with the LMEgood, and the agency is having
less difficulty with Value/Option than other proeic. It also helps that 65 percent of the
agency'’s revenue comes from sheltered workshopaxist

Specific service gaps identifiedupported living and transition out of group hoamel

supervised living situations: transportation in theal region; respite for families; and

mental health counseling for DD consumers, espgdtabse with coexisting disorders.
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The provider did not think monetary incentive i®egh to attract more professionals

into the system: “It takes certain types of pedplgo into the field.”

Comments from contracted providers in other LMEaorg:

“To get one referral from Eastpointe, we had to plate a brand new set of forms.”
“Authorization from Eastpointe takes forty-eightdeventy-two hours and is sent via

email.”

Five County Mental Health Authority

Four staff participated in the focus group meeththis child and adult mental health
and substance abuse agency established in 20@6v@imarily the LME area. The
management staff had worked in different LMEs aad a new market in the five-
county area. They have quickly expanded since emthahe process of developing a

new site in the region.

They are pleased with their relationship with théH: referrals are steady and payment

is timely for IRPS-funded services, but not so wvtith Value/Option’ process.

Specific comments

“The attitude of our LME is that let's make the tha@rocess easy for our providers.”
“The LME STR does follow-up to make sure clients enrolled. The LME has our
calendar and can schedule appointments for constumer

“The LME provides us with technical assistance mgiour start-up.”

Foothills Area MH/DD/SA Authority
Four staff participated in the focus group meetifigs is a comprehensive service

provider for children and adults with MH/DD/SAS uisgeand has returned to a provider
status (after a hiatus) in 2003 on the heels ofitbatal health reform. It serves fourteen

LME areas.
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Because of the long reach of the service netwbig&,grovider is vocal about the cost to
doing business from duplications in endorsementraaditoring, and how inconsistent
practices at the LME level have affected theirigbib stay in compliance. In addition,
they voiced concerns about individual LMEs addieguirements that are not part of the
state guidelines.

Specific comments

“There is no real standardization if the LMEs dieveed to add new requirements, and if
they all interpret rules differently.”

“Depending on whom you speak to at the LME level get different answers about a
particular requirement.”

“I think it's the mindset of the LME staff that de@ot trust providers to do what they
were unable to do when they were providers.”

“It's an issue of basic skills and competency. LM&se thrown into doing something
they don’t know how to do.”

“It would make our life easier if the state reqaitbat endorsement and monitoring be
done in the LME area where the corporate officedess and have other LMEs accept the

deemed status.”

Comments from contracted providers in other LMEaare

“Foothills is the worst in paying the claims, amdauthorizing services. They owe us at
any given time $100,000.”

Guilford Center for Behavioral Health and Disability Services

Seven staff participated in the focus group meedintpis comprehensive service

provider that serves primarily the Guilford LME aadother LME (for limited mental
health services). The participants expressed aatish with the communication and
provider relations with the LME. For authorizatibME, they use CareLink to provide
web-based support. However, IPRS payment is ofaydd by six to eight weeks

because it is generally tied up in the county antiag system.
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Specific comments

“IPRS authorization takes about forty-eight holmst, Medicaid authorization takes
anywhere from a week to a month, and we had taée@xments to Value/Option.”
“There is a need to standardize IT requirementwédet Medicaid and state-funded

services.”

Comments from contracted provider from another LME

“Guilford staff wants to tell you how do treatmetiigy are too overreaching and

controlling.”

Johnston County Area MH/DD/SA Authority

Five staff participated in the provider focus graupeting. The provider is an established

(since 1974) substance abuse service providepffest residential treatment and
outpatient services. Though it serves primarilynidbn County, it also accepts referrals
for residential services from five other LMEs.

While the provider is pleased with the authorizat@md utilization review by the LME
(both timely), it is less successful in gettinghaarization and payment from other LMEs
covered. The agency does not have the infrastritbudevelop an IT system that can
interface with different requirements from diffet&fMEs. As it is, the provider is not
only dealing with different information requirementhe protocols for authorization
thresholds also differ.

Increasing paperwork requirements for obtainingiserauthorization has also drained
the agency resources, but more importantly, whémoaization was “pending” or
“denied” months later, the agency had already skttve consumer without pay. The
provider did not feel they could discharge the coner at that point, but “there are lots
of other providers that simply send the consumdrsthe streets.”

The provider has serious concerns about dealirfy Vatue/Option:

“They kept sending letters regarding authorizatmthe wrong address.”
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“The V/O staff lose PCPs we faxed and sometimeb&adtto refax several times to

different people there.”

M ecklenburg County Area MH/DD/SA Authority

The provider chosen for the Mecklenburg County éemprehensive provider of

children’s services with a full-service continuundaover three decades of service
history in the state. The same provider also sezl@gen other LME areas. The
participants consider their working relationshighwiMecklenburg LME to be excellent.
The LME has established ongoing provider relatamg is attentive to inquiries from the
provider: “There is a sense of a real partnershiith an open-door policy, the provider
receives referrals from other sources, especidigrachildren’s service systems. They
have also received service requests from other LiMEsesidential/out-of-home

placements.

The participants expressed concerns about therpeestdered plan as a document. The
format is not user-friendly, considering the fdwttthey have to fax the entire plan to
Value/Option and LME for authorization of Medicadhanced services and services
funded by IPRS.

The participants suggested that having nationakddation should afford them a
“‘deemed status,” but the endorsement process aegures do not make any

distinction between accredited and nonaccreditedigers.

Another concern they have is that each of the Lkhey deal with has a different set of
process and procedures, even those LMEs thatmagediservices still insist on a full
review. One LME’s endorsement is not recognizethieypeer LMEs. The provider is
complimentary about the LME’s quality monitoring:His is the only LME that actually

follows up on our report by asking intelligent quess.”
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Onslow Carteret Behavioral Health Services

Five staff participated in the focus group meetifige agency entered the provider
network two years ago and quickly expanded thewuises. However, there is no plan to
branch out to another county or LME. They have iooatd to take non-Medicaid
consumers (40 percent of their consumers are tnite IPRS), but are in the appeal

process for paying back community-support funds.

The provider has something positive to say abalividual staff from the LME,
particularly the QA staff and IT staff. Howeveretrelationship with the rest of the LME
leadership and staff has been rocky from the beginiThey are concerned about LME’s
delayed IPRS authorization and payment and arbitiaange of service dates; the

agency has unpaid IPRS claims dating back to Jga0®7.

Specific comments

“The LME has asked a private crisis provider todlaroff-hour STR duties, and the
same provider also offers community support. 186 a coincidence that most of the
admissions to the crisis services came from trairtraunity support staff.”

“The LME staff responsible for IPRS authorizatiared not even review it until ten days
after the submission. The service management depattat the LME is inconsistent in
their authorization practice.”

“You get the feeling that the LME would like theopiders to fail, so they can return to

their former provider status.”

Orange-Person-Chatham MH/DD/SA Authority

Five staff participated in the focus group meetifige agency has been in operation since

1974 and receives only IPRS funding. However, 1€@ent of the consumers served by
the agency are considered targeted population (JRKd the provider is frustrated with
the long delays in getting them eligible for Meditand SSI. Only 30 percent of the

consumers have succeeded in getting Medicaid ditgib
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The lack of Medicaid eligibility leads to a reliamon state funds and creates barriers to
accessing other community services, especiallylpatric services. They have also had
difficulty with discharged consumers from stategdsgtric hospitals owing to the fact
that the short turnaround of stay at the stateitadsloes not permit planned discharge;
consumers discharged from the state hospitals tibawe their Medicaid eligibility

assured.

They have worked well with the local LME and hawb able to negotiate authorization
thresholds for services; however, the payment nesnaiconcern. They do not receive
timely payment and need to relay on other incoaugces (funding from other public

systems) in order to meet payroll.

Specific comments:

“It seems that the state hospitals are left ouhefreform. They need to be involved.”
“We need more psychiatric services, not necessartlie psychiatrists.”
“Service gaps are in nonhospital crisis servicebsgance abuse treatment services, and

more supported employment funding.”

Comments from contracted providers in other LMEarg

“Because OPC became LME belatedly, they have lotatohing up to do. The staff are
supportive and try very hard.”
“They recently asked Five County LME to help themthvbilling, so perhaps things will

improve.”

Pathways MH/DD/SA
The provider focus group was comprised of managéamhclinical staff of a

comprehensive children and youth service agendi, avsizable number of management
and clinical staff having prior work experiencetle former area program. The
participants felt communication with the LME hasbexcellent. In addition to the
typical mechanisms of email, webpage news, andigeowneetings, the CEO of the

agency is also a member of a regional provideraason. In fact, four out of five staff

48



came from the former area program. The associabioiinely meets to discuss common

concerns, attended by a representative from the.LME

The agency receives referrals from the STR urth@lLME; however, they expressed
concerns about the small number of Medicaid referBecause this is one of the few
agencies that accepts IPRS-funded consumers, émeyagets a large share while other
private providers tend to favor Medicaid referrfalistheir more generous benefits. That

said, the agency’s community-support revenue ipebent of its total income.

The agency has worked out a 1/12 month paymentstheiith the LME for IPRS
payments, thus beyond initial authorization therea delay in getting reimbursed for
services. The agency reconciles the account wath.ME after services have been

rendered and paid for.

Some serious concerns were expressed regardingraation for Medicaid enhanced-
services by Value/Option. Authorization is ofterieged and the use of regular mail was
perceived to be inefficient for notification to prders. A typical authorization took ten
days to be turned around, and recent denials hesme uestionable according to the
clinical management: “It seems that they were demyie authorization without any
good rationale, and it was difficult to have a cersation about their denial when the
staff did not return phone calls.”

Comments from contracted providers in other LMEaare

Another provider outside the region with contraghwathways has a different view
about the 1/12 payment system: “We don't like i€ prefer to be paid based on claims,
because we never knew exactly which consumers Rgthiaad approved for
reimbursement, and reconciliation is difficult.” ‘®\usually wait a long time to be
reimbursed by Pathways.”

“Pathways is getting better in paying the claims.”

“Pathways seems to favor its own providers. We wecently closed out of it.”
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Piedmont Behavioral Health

The agency provides multipurpose, comprehensiwecgs to children and adults and

was established as a spin-off from the former agregram. The staff have positive
feedback about their partnership with the LME amslimproved business functions at
the LME level, but are critical of the heavy burddrpaper work requirements by the
state. Person-centered planning documents and NST@Rhe target population are
considered unwieldy and wasteful of resources. Warth noting that a psychiatrist was
included in the focus group by video conferencee ptovider relations function at the
LME level is considered a key strength. The prowie# included not merely in
receiving communication about state guidelinesrates and changes in the delivery
system, but also in planning, such as IT plannimdy@velopment of a LME-wide QI
system. As a result, the provider felt they hadicieht involvement as a “partner” with
the LME.

The psychiatrist who participated in the focus groneeting described the low quality of
community support staff he interacted with:

“I cannot deal with paraprofessionals that canvegine an intelligent picture of the
clinical condition of the patient. It's unsatisfgmno be used to dispense medication only;
a psychiatrist needs to be wrapped around by h@iprofessionals as part of a team.”
“The public system would go a long way to develegional core services agencies.
Psychiatrists like myself would want to work in Bue place.”

The LME authorization and approval for IPRS paynaetperformed electronically, but
the provider still uses a paper system with Valyih.

“It's a general problem dealing with Value Optiogsu never know if an authorization
or denial is issued because there is only papéiaation and the letter is often sent to
the wrong address. Sometimes we have to refaxatihe #CP documents because the
VO staff had misplaced them.”

Comments from contracted providers in other LMEaare

“Piedmont pays the claims on time.”

50



“Piedmont may have flexible funding because ofwlaéver, but they have also created

additional process and procedures that seem toezpdate what we do.”

Sandhills Center for MH/DD/SA Services
Seven staff participated in the focus group meefiig provider has conducted business

in the state for decades and serves twenty LME#)dimg this LME. The participants
worked in various aspects of the service deliveogm supported employment, to
psychosocial rehabilitation, to peer counselinge ranagement staff participated in
discussion about billing and reimbursement. Ovetladlir primary concern seemed to
focus on the inconsistency of business practicesngrhMESs, rather than any specific

problems with Sandhills.

Specific comments

“Sandhills intervenes when we experience probleiitis accessing other services. We
need a broker like that.”

“Our psychosocial rehab program used to get stesféyrals but after March 2006, new
community support providers did not refer cliemss. We complained to the LME and
they intervened each time we brought it to thegraton, but the general trend is not
positive. We still get very few referrals from tbemmunity support providers.”

“One of the community support providers told us rib@son they do not refer is because
the service is their ‘bread and butter’ that theg'dwant to share.”

“We see service gaps in supported housing, pagehtiming, and services to high-risk

children.”

Smoky Mountain Center

Seven staff participated in the focus group meeflilgs provider provides services to a
multiple service system, and the portion from MH/SBS constitutes only 2 percent of
their total revenue. The provider has been in ers for over thirty years and has

enjoyed steady growth over the years; it is algahird-largest employer for the county.
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They are very happy with the LME, seeing it as hg\strong leadership and good
practices. The STR has some barriers for DD conssjroae of them complained to the
provider about not being able to access servicesuse the consumer could not answer
guestions required to complete the STR form.

Specific comments

“We do not take IPRS referrals, and are in a pmsito talk about the LME’s
authorization process. But the one with Value/Qptsa nightmare.”

“We see lack of counseling services to DD consurasra major service gap. We also
need more psychiatrists for the area.”

Comments from contracted providers from other LM&as:

“Smoky used to have problem with paying claims, waitih a new system they are

improving.”

Southeastern Center for MH/DD/SA Services

Five staff participated in the focus group meetifige agency provides a wide array of

substance abuse services and was recently awastatéarant to develop regional

capacity. The agency has had more than three dechdsperience as a service provider.

The relationship with the LME has been positive ahtbng standing. However, there
are ongoing issues related to cumbersome billingi@ability to resolve uniform cost
reporting vs nonuniform cost reporting for conteatservices, i.e., after-hour STR for
the LME, that has plagued the agency for threesyé#aving to deal with multiple LMEs
(this will be expanded once regional capacity igellgped) also poses a burden of
adaptation to different IT requirements, utilizatieview protocols, and payment
systems. The provider has little positive expergeto report about Value/Option.

Specific comments

“Dealing with Value/Option is more than anyone ddduear. We are taking up valuable

clinical time to chase after faxed materials, cleanig authorization protocols, and poor
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communication. Not having electronic data exchamggemade doing business difficult
with them.”

“Sometimes the state guidelines are so uncleardpaiated clarifications are necessary.
This creates not only confusion for the LMEs, lartthe providers as well.”

“The paperwork burden has taken us away from dircare.”

"We do not deny services even when authorizatiatelayed, which hurts our business.”
“The LME performs monitoring on site and intervieaasumers as part of the process.”
“We have serious gaps in qualified workforce inatareas, especially psychiatrists.”
“Provider enrollment should be based on proving the provider is qualified to deliver
services. The reason we had the community suppalotgim is because many community

support providers should never have been endorsed.”

Southeastern Regional MH/DD/SA Services
Five staff participated in the focus group meetifige provider has been in business

since 1987, initially provide service to the DD samers, but later expanded to include

mental health consumers.

The participants said they have a good workingimiahip with the LME, but
sometimes the LME needed to await further clarifosafrom the state, so the
communication is often delayed. The provider igablaccess the psychiatrist from the
LME, an arrangement that is important for themegithe scarcity of available
psychiatrists in the region.

Specific comments

“We call the Southeastern Regional staff, and tieéyrn our calls, even when they tell us
they can’t give us an answer.”

“We average one admission per month to Cherry Halspi would have been worse
without the crisis center.”

“The LME provides good technical assistance td\is.also get along with the county

government.”
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Comments from contracted providers outside the LaviEa

“Southeastern Regional has a good UM system anarevpaid on time. They use

CareLink to notify us.”

Wake County Human Services

Fourteen staff, representing different program edcal staff working with three
disability groups, participated in the focus graueeting. The provider is an established
provider with decades of experience in North Caglit offers comprehensive provider
for all three disability groups covering eight LMiEeas. Overall, the participants felt
positive about new services that have been madkabhasince the new service
definitions went into effect; however, they seerfredtrated not only with different
process and procedures used by seven other LMEBRS authorization and payment,
their own LME, Wake, has added more county rides,, completing “fee application”
for each referral to obtain available co-paymewtsch can delay consumer entry. It
takes them two months to receive authorizationsdiidnore months to get paid.
Regarding Medicaid authorization and payment, tb@mplaints were numerous. In
addition, the provider felt that given Wake’s ovatainment of certain programs and

services as county-run programs, referrals togtosider have not been forth coming.

Specific comments

“It's extremely wasteful to spend valuable professil time completing cumbersome
forms which should be simplified, such as PCP a@d ®PPS.”

“There is no continuum for individuals with substarabuse needs or individuals with
serious and persistent mental illness. We needgelsterm services option beyond
short-term interventions.”

“Achieving consistency across the LMEs should Iégh priority.”

Comments from contracted providers in other LMEaare

“Wake is the worst in processing claims. We wetd tbat four county departments had

to be involved to approve the payment, even wherchieck has been cut. We found out
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once that the check was kept in a drawer waitingfmther layer of approval before we

could receive it.”

Western Highlands Network
Five staff participated in the focus group meetifigey are pleased with the support from

the LME, but felt that there is a general lack nflerstanding of the clubhouse model—

too many programs call themselves “clubhouse” tin@y have not met the fidelity test.

They are concerned about the documentation reqairefar psychosocial rehab,
especially the “daily notes” required. The provithes spoken to CMS central office and
was told that this is a state rule, not mandate@lhs (this needs to be verified; could be

placed by the CMS regional office in Atlanta).

Comments from contracted providers in other LMEaare

“I would rate Western Highlands as one of the t&dfHs in paying their claims on time.”
“The staff there are always willing to trouble shéar us.”

* * %

An Acute Care Hospital

A regional acute care hospital provider was addetie¢ provider sample to explore the
following:

e Interaction with LMEs and other community acuteecaospitals

e Flow of referrals to state psychiatric hospitals

e Major barriers to emergency and acute care forwmess with mental health,

developmental disabilities, and substance abus&ssr
This provider was chosen because there have begheve admissions to the state

hospital in almost a year. Their management ofrgerey and acute care in the
community could offer insight to all LMEs.
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Eight staff participated in the focus group meetingluding staff responsible for mobile
crisis and off-hour on-call, nursing and social kvetaff from the inpatient unit, business

office staff, and behavioral health senior manageme

The behavioral health division works closely witie  ME in developing diversionary
services and indigent care at the inpatient uieyThave several contracts in place and
consider it one of the chief reasons they have gethto avoid admissions to state
hospitalization. However, they expressed frustratiith the barriers to intermediate care
beyond acute care in that the state hospital waildse admission to someone already in
an acute inpatient bed when the hospital is wiltmgerve the patient until the acute

phase is over.

They have avoided admissions to the state hodpjitproviding medication titration
during the emergency room visit. One challengeiib the sheriff’'s department: local

law enforcement personnel felt burdened when waitithe emergency room with the
patient until the case disposition is settled. Arotchallenge is DD consumers that have
behavioral problems in the emergency room. Theitadsporks closely with the LME to
use other available crisis services, but theresisaatage of crisis stabilization,

emergency respite capacity.

The burden of paperwork was cited as one unpledsafre of doing business with the
public system. The hospital staff produced a Regi®eferral Form for Admission to a
State Psychiatric Hospital or ADATC (Form No. DMH/3-00, revised 12/07) and said
completing all the items on the form is not alwagssible during the emergency phase,
and that there is no guarantee that the admissurest would be accepted. On several

occasions the provider has solicited support froenltME to complete the process.
The participants also cited the PCP document athanbarrier to services for consumers,

especially those who in an acute phase. The papeturden overall has added to the

cost of doing business.
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In terms of interaction with other community hosjst this hospital uses the regional
network and accepts overflows from other LME ard@&® participants indicated that at a
recent regional hospital providers meeting, otleapital representatives shared their
deep frustration with their local LMEs regardinggppeommunication and serious lack of

collaboration. “Unlike us, they are desperate felptf

57



VI. Summary of Findings

Feedback from consumers and providers about indiidMEs shows some statewide
trends. These trends can inform policymakers iretbging strategies to take the system
reform to the next phase of implementation. Seeargy/into the reform implementation,
taking a pulse on “how things are” on the grountdere consumers meet providers, can
offer real lessons on which adjustments to theesygtansformation can be made. In
other words, the evaluation is not so much to fandt with the implementation effort as
to be assured that future activities will achidwe intent of the reform—to develop
competent and qualified providers to serve consanmeneed while improving public

accountability.

Seen in this light, much can be said about thetipesienor of consumers interviewed,
and the praise of diligent efforts made at the Lafte state level. The problems
identified throughout are not insurmountable, drefé is some degree of confidence that

if the public partners put their mind to it, sobrns can be found.

Finding One: With few exceptions, consumers reogidervices are generally pleased

with how the services have improved their liveswidweer, adult consumers with SPMI

or needs for substance abuse services continug/dtcess problems.

Many participants in the consumer focus groups lexyeessed their satisfaction with the
services received and have reported positive expegs in being treated with dignity and
respect. Some of these consumers are recipiepsyohosocial rehabilitation and ACT,
and others of the CAP-DD program. However, basemhi@nviews of consumers with
substance abuse, accessing community-based semangsg from intensive outpatient,
to community detoxification, to long-term rehalation, remains problematic. This is
owing to insufficient a qualified substance abusekfiorce and lack of funding (other

than state and local funds) to develop these s3vic
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Finding Two: Consumers have identified service gampported housing, supported

employment, psychiatric services, and crisis irgatwons that can help to avoid out-of-

home placement for children and hospitalizationafdults, including such services as in-

home crisis stabilization, emergency respite, neobilsis team, and 24/7 availability of

crisis response.

When queried, consumers have reported their owrfadim reaching out to their

primary therapist or case manager as the firstambim time of need, and they have
continued to use informal support from family ahd tommunity at large. Even when
consumers are satisfied with the services theyivecthey report these gaps as real and
of long standing. A telling point is that many cansers have stayed in the same program

for more than a decade and have not seen imprdafesdrcumstances.

All consumers are dissatisfied with the meager tingy now spend with their
psychiatrist or therapist. Where medication managens provided, there is concurrent
need to be educated about medication effects aedeffects; some programs have done

better than others.

Finding Three: Providers are more receptive toirgriviedicaid-eligible consumers than

consumers with IPRS funding. Many providers hav@seln not to serve IPRS funded

consumers, and this trend is disturbing

The reform articulates the responsibility of thdiisystem to serve the targeted
populations as defined in the state plan, whileieng a floor of core services for all
citizens at the local level, based on availableestad local resources. However, during
the site visits this consultant made the obsermahat many consumers served by the
providers do not meet the priority criteria setthg state, partly owing to the easier
access of these Medicaid-eligible consumers, pawiyng to a provider-based selection
process (given the same Medicaid eligibility, cansts with lesser needs might be

served first). Other reasons include:
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e The barriers at the LME level to have IPRS servaighorized as a result of
stringent thresholds, inconsistent practices amdigs, and less-attractive
benefit packages.

e The delayed payment of IPRS-funded services, a ammproblem with the
providers; only a few LMEs have improved the payhpmocess.

e The lack of a neutral broker or consequences ase¢fwhen consumers are
denied services. There are individual interventiainthe LME level, but there are

also LMEs that choose not to intervene.

This initial finding should be further verified thard data in order to answer the question:
Does the increased number of consumers since fitrereepresent a concurrent increase
of access for the state’s targeted population th béedicaid and non-Medicaid funded

services?

Finding Four: Providers have praised the LMEs ifmety communication, provision of

training, and technical assistance. Providersdtate primarily a single LME area tend

to be more satisfied with the LME’s practice. Howewproviders covering multiple

LMESs have universally expressed their frustratiothwnconsistency and lack of

standardization among LMESs in endorsement, |IPRBoaization and payment, and

provider monitoring

There is a small but nonetheless significant nureberoviders that have made strategic
decisions to remain local, and to work exclusiwelth one LME. This group of

providers has developed and sustained a good vwgpr&lationship with the LMEs and
has described the relationship as collaborativenpeship. Those dissatisfied tend to be
in LME areas where the LMESs continue to provideaaay of services that might be
perceived as being in competition with the provsder where the providers felt
preferential treatment in favor of other providexssted.

This by far is the most striking finding from proer feedback, especially those with a

network that covers multiple LMEs. The lack of stardization is described as the result
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of LMEs adding requirements beyond the state requants, including individual staff
inconsistencies from the same LME. The inconsidi®fiE practices that affect the

providers the most are:

1. In access, the LME may perform or contract out $dition to another provider,
and in some cases inadvertently create a confliciterest for the provider
responsible for the STR or the referrals from &d#nt provider for crisis and
emergency services. LMEs also deal with follow-updtions differently.

2. In IPRS authorization, LMEs establish their owresirolds for prior
authorization and continued service authorizatManaging different protocols
has been challenging and costly to the providers.

3. Providers are burdened with different IT systemedusy the LME, and this is
further compounded by the lack of web-paged autation from Value/Option,
inefficient transmittal of paper documents from\pders to Value/Option, and
poor follow-up from Value/Option.

4. With very few exceptions, LMEs perform full endarsent of their contracted
providers in other LME areas instead of acceptivegfindings from the LME
where the provider is located.

5. Provider monitoring is practiced with different pwools. In addition to LME
monitoring, providers are concerned about the mpleltentities that conduct
provider monitoring with little coordination amotigem.

6. Inconsistency can also occur in the individualnptetation of state rules by
individual LME staff.

Finding Five: Providers are concerned about thepapk requirements placed for

access to be completed, services to be authorimbdeauthorized

The recurring concerns about the burden of papérand the focus on the specific
forms used are quite common among the providettseifiocus group meetings. The

disputed paperwork requirements are:
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e The PCP form (initial and full) is cumbersome andbastacle to getting
consumers into services, and some accreditatior®b@dve questioned the
legitimacy of the form

e NCTOPPs form for tracking targeted populationsti@hithree-month, six-month,
and annual)

e STR form (original and revised version)

e Admission form to the state hospitals

These concerns cannot be verified without bringitiger parties to the table. Given the
lack of accountability for some community suppaxdpders, the problem of PCP
implementation seems to be centered on commungtyastiproviders not producing the

PCP document to enable referral to other services.
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VIl Observations

This consultant, having staffed the Joint LegisiatOversight Committee that led to the
passage of the reform legislation HB 381, has siosight into the intent of the reform.
Thus observations and questions posed in thisosed&al with general issues related to
the reform itself.

It is now commonly understood that the reform hasied a large provider network and
attendant service capacity. The number of consusar&d in the network has increased
exponentially. Many new consumers have enteredysezm, and some new services,
such as crisis services and ACT, have benefitedwuers in need. With the conclusion
of postpayment audits and full-endorsement reviefna| providers, the picture is now
clear—many providers have incurred large fiscalgitees, some have lost their
endorsement or folded their business, and yet s@we also been fully endorsed and

become proficient in delivery of services. Thisiisecessary phase of correction.

In one respect, what this series of on-site revighsved is unsettling: many new
consumers entering the public system could nobbsidered the state’s priority
populations, and that while the services seemée well received by the users, it is also
possible that other consumers with more compleximegay have been denied services.
A quantitative review of all targeted consumerwysdrin both Medicaid and non-
Medicaid would be necessary to confirm whetherstlage’s priority consumers have also
had increased access to services.

Another observation is the absence of evidenceebaisestices (EBP) that were
supported by the state’s new service definitiore dlevelopment of ACT programs,
intensive in-home intervention, MST, and so on, maiskept pace with the need. In
areas where ACT team is available, referrals frioendinical home (community support)
are often lacking. Even well-established psychadqaiograms suffer lack of referrals

from the clinical home. One may speculate on thk & EBPs—insufficient competent
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and qualified providers, cost of delivering sergicand lack of training in EBPs in the

provider network—could all be contributing factors.

It is also striking that many providers have chosento serve IPRS-funded consumers,
or only a small portion of them, in order to haveditaid business. This is an
understandable business decision given that theddiedoenefits are more attractive
than IPRS benefits and the hurdles of getting aizld for the former are fewer than for
the latter. However, the public system needs tatie both the trend and the practice
and ask: What can be done about it? At a minimtlre,LMEs with service management
responsibilities should be at the forefront of eimguaccess to the priority populations,
and barriers to IPRS authorization and fundingushbe quickly removed. Furthermore,
the use of contracting authority and the proaatise of trend data to monitor and
influence provider behaviors should also be comsileThere is an impressionistic
observation that many of the SPMI consumers coeldligible for Medicaid and are not.
Provider staff have related the barriers stemmiamflack of coordination between
Social Security Administration and local sociahsegs departments. This may be a

systemic problem that awaits further investigation

How the state psychiatric hospitals and developai@anters interact with the LMEs
and community providers is not part of the revibeyever, the discussion with an acute
hospital during the site visit amply demonstrates there is a need to have a serious
dialogue with the state hospital and developmesdater directors. State-operated
services should be integrated with the communigeldaservices, and there should be a

shared future for all.

On a final note, system transformation is a longj arduous process. Building a qualified
and competent provider network—as well as buildjoglified and competent LMEs—
all takes time. The immediate question facing thelig partners is how to make
improvements in an environment with mounting pressa right the course while
uncertainty about a future direction continuess ot useful to revisit all the problems

that brought about the system reform in 2001, engwersist in claiming that some of the
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problems still remain. It is more beneficial, arinnately more productive, for all
stakeholders to use lessons learned from the ingsl@tion experience to chart a future
course. The public system needs qualified and ebemp providers to serve consumers
in need, and the state needs strong partners imieswand regions to manage the public
system. The future scenario could include those kMat, after a few years of
implementation, have discovered their true iderggyproviders, not managers. There
should be a place for them to return to the pravétiatus while allowing others to
assume management functions, so that their tahehtessources of the workforce can be
preserved to serve consumers. Concurrently, thegoaystem should consider offering
incentives to promote mission driven providers,ljgudnd private, that are interested in
the call to public service, so that there will bgroved access for consumers with
complex needs. In offering different options farfipants in the next phase of system
transformation, the public partners can usherfutae where there is a place for
competent system managers and providers and wbheseimers served by the system

receive results-oriented services, no more an@ss |
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